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The Meaning of Words
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Effective management depends on good
communication. This is as relevant in
health care as it is in industry, or in gov-
erning a nation, or when putting battle
plans into effect, or in household man-
agement. It is important for people to
understand each other’s statements. Mes-
sages need to be clear and unambiguous.

Problems can arise when a word has
several meanings, or when meanings of
words change over time. Words may
acquire new meanings. How a word is
used may differ among populations. A
word used innocuously in one country
may cause embarrassment if used in
another where the basic language is the
same. A chat-show host in Australia in
about 1980 innocently referred to
Muhammad Ali as a boy, and was sur-
prised to discover he had insulted him.
Communication may be even more diffi-
cult when words need to be translated
from one language to another, especial-
ly when a word does not have an exact
equivalent in the other language.

The name of this journal is Interna-
tional Psychogeriatrics and we belong to
the International Psychogeriatric Associa-
tion. One of the earliest comprehensive
books on old-age psychiatry (Pitt, 1982)
was titled Psychogeriatrics: An Introduc-
tion to the Psychiatry of Old Age. In spite
of this imprimatur from leaders of our
specialty, the words “psychogeriatric”

and “psychogeriatrics” have been mis-
used (Snowdon, 1996). Lobbyists have
used the word when seeking funds or
attention for people with delirium or
challenging behaviors associated with
organic brain syndromes. This can
indeed be accepted as part of psy-
chogeriatrics, but some administrators
(in Australia, anyway) have identified
the part as the whole. The next step in
some areas has been to separate servic-
es and budgets for mentally ill older per-
sons from those for psychogeriatrics! To
preserve the unity of such services, it
has seemed politic in various parts of
the world to refer to our specialty as
“old-age psychiatry” or “geriatric psy-
chiatry,” even if some prefer to think of
themselves as “psychogeriatricians.”

“Gay” is the English word that has
most obviously taken on an alternative
meaning in recent decades, though Ayto
(1999) reported that its application to
certain sexual attitudes and behaviors
has been extant since the 17th century.
Further, he stated that “gay” was “large-
ly restricted to the private argot of
homosexuals until the mid 1960s, but
from then on it started to ‘come out,’
and by the 1980s had become a stan-
dard English term.”

“Schizophrenia” is a term commonly
misused by journalists and others. By
contrast, misuse of “sexy” to mean
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interesting and exciting (as opposed to
sexually attractive) could be seen as
humorous and is not necessarily to be
condemned. There is a risk that agism
will result in “sexy” nof being used as a
description of interesting and exciting
elderly people, or, worse, that Dame
Edna Everage will misapply this adjec-
tive to poke cruel fun at older persons.
(Dame Edna is the alter ego of an Aus-
tralian comedian, Barry Humphries,
who has ridiculed introduction of
semantic equivalents—such as “senior
citizens” instead of “aged”—aimed at
reducing discrimination and increasing
respect for certain minority groups).

The word [ most want to discuss in
this editorial is “tranquilliser” (U.S.
spelling, “tranquilizer™), though I shall
also refer to “sedative” and “aggres-
sive.” According to various dictionaries
and encyclopedias, both tranquilizers
and sedatives are agents that calm or
soothe. A tranquilizer calms a person
without affecting clarity of conscious-
ness (Collins English Dictionary, 1998). A
sedative lessens nervousness, excite-
ment, or irritation, but will induce sleep
if given in large doses. Hypnotics induce
sleep. Narcotics depress the central
nervous system.

Chloral, paraldehyde, and barbitu-
rates have been available for over a cen-
tury. Chlorpromazine was first used in
1951, preceding marketing of a variety
of other phenothiazine tranquilizers.
Nevertheless, in 1957 a new nonphe-
nothiazine tranquilizer, meprobamate,
was the most common drug to be pre-
scribed in the United States. It was stat-
ed in The Times in 1957 that “the rapidly
increasing use of drugs described as
tranquillisers has become a cause of
concern in many countries” (Ayto,
1999). Chlordiazepoxide (Librium) and
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diazepam (Valium) were not registered
for use until the early 1960s, but were
“notorious as the dependency seda-
tive(s) of the 1960s” (Ayto, 1999).
When learning pharmacology in 1960
as medical students, we were told that
the trade name “Largactil” was chosen
for chlorpromazine because of its large
number of actions. Not only does it
tranquilize; it is also antipsychotic
and antiemetic. Since that time, pheno-
thiazines, haloperidol, pimozide, and
thioxanthenes have tended to be grouped
as antipsychotics (or neuroleptics)
rather than as tranquilizers. Whether
abandonment of the term “tranquilizer”
has been engineered by drug companies
for marketing purposes or by clinicians
for other reasons (e.g., to emphasize dif-
ferences from benzodiazepines in addic-
tive potential) is difficult to know. For
many years, the two groups of tranquiliz-
er were known as major and minor, and
were used mainly for treating, respective-
ly, psychoses and neuroses. In 2003, how-
ever, young physicians might not
recognize the term “major tranquilizer.”
Recently published therapeutic guide-
lines and handbooks listing medications
marketed in Australia categorize cloza-
pine, olanzapine, quetiapine, risperidone,
and amisulpride among the antipsy-
chotics. Other psychotropic medications
are grouped as antidepressants, mood
stabilizers, anxiolytics, hypnotics, psy-
chostimulants, and miscellaneous others.
Does it matter that the antipsychotic
drugs are no longer referred to as tran-
quilizers? Maybe. The message conveyed
to prescribers and funders is that it is
appropriate to prescribe phenothiazines,
haloperidol, and atypical neuroleptics
for psychosis (hallucinations, delusions)
but not for agitation in nonpsychotic
cases. In Australia and elsewhere, the
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atypical neuroleptics can be prescribed
under the pharmaceutical benefits
scheme (PBS) for psychosis but not for
agitation or distress. The fact that three
major trials (Brodaty et al.,, 2003; De
Deyn et al., 1999; Katz et al., 1999) have
shown the effectiveness of risperidone
in reducing agitation when associated
with dementia, even in the absence of
psychosis, without leading to neurolog-
ical side effects has not yet persuaded
funding authorities to allow prescrip-
tion of risperidone under the PBS.
There is other evidence that olanzapine
can also be effective in such cases
(Street et al., 2000).

Before the emergence of atypical neu-
roleptics, drugs such as haloperidol were
favored in treating disturbed and disturb-
ing behavior among people with demen-
tia. Their effect was modest (Schneider et
al., 1990), but surely it related more to
reduction of agitation and distress than to
suppression of psychotic symptoms?

So-called antipsychotic medications
may act mainly as antipsychotic agents
in some cases but as tranquilizers
(diminishing anxiety and inducing calm-
ness) in others. Indeed, in many cases
of schizophrenia the benefits of neu-
roleptic agents may result more from
anxiolytic (tranquilizing) effects than
from control of abnormal perceptions
or delusions.

Similarly, it should be noted that so-
called antidepressants can be effective
as anxiolytics (Rickels & Rynn, 2002),
and neuroleptics (e.g., amisulpride) can
be effective as antidepressants (Lecru-
bier et al., 1997).

Aggression is sometimes a manifesta-
tion of agitation. Brodaty and col-
leagues (2003) showed that risperidone
is effective in reducing aggressive
behavior in cases of dementia, but they
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did not examine whether the aggres-
siveness was a manifestation of under-
lying distress, tension, and anxiety.
Observation of cases of dementia with
agitation treated with risperidone sug-
gests to me that this medication is tran-
quilizing in such cases, rather than
having a specific action on aggression.

However, it depends what is meant by
“aggression” Volicer and Mahoney
(2002) criticized use of the word “aggres-
sive” when describing verbal or physical
resistiveness to care by residents with
dementia in nursing homes. Talerico and
colleagues (2002) expressed similar con-
cerns about language and labeling in the
care of older adults with dementia, but
noted ethological work that considers
aggression as a fighting instinct “general-
ly for the purpose of species preserva-
tion.” Whereas “aggression” is a term for
attacking, offensive, hostile, or destruc-
tive actions or attitudes, “aggressive”
can mean assertive or vigorous, as weill
as quarrelsome or belligerent (Collins
English Dictionary, 1998). Those who talk
of aggressive treatment mean assertive
treatment. “Assertive” is preferable. Sub-
stituting of the word “assertive” helps
eradicate concerns about health staff
acting belligerently.

It appears that drug companies shy
away from use of the term “tranquiliz-
er.” Maybe there is more marketing
potential for drugs that affect serotonin
levels and thus (they say) reduce
aggression (but, with luck, preserve
appropriate assertiveness). It seems
odd that they do not seek a wider mar-
ket for so-called antipsychotics by
referring to them instead (or also) as
nonaddictive tranquilizers. As treat-
ment in younger adults, their most obvi-
ous effect is antipsychotic. In cases of
dementia and in cases where psychosis
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or other psychological insults have led
to distress and agitation, their chief
effect is to calm or tranquilize. They are
not addictive, but they may cause neu-
rological side effects. Cautious (as
opposed to aggressive) use of these
tranquilizers is appropriate.

The term “tranquilizer” is accurate
and descriptive and should not have
been dropped from use.
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